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Abstract

Background: People with mental health disorders (MHDs) and substance use disorders (SUDs) are a highly vulnerable group,
particularly affected by social exclusion, marginalization, and disconnectedness. Virtual reality technology holds a potential for
simulating social environments and interactions to mitigate the social barriers and marginalization faced by people recovering
from MHDs and SUDs. However, it is still unclear how we can harness the greater ecological validity of virtual reality–based
interventions targeting social and functional impairments in individuals with MHDs and SUDs.

Objective: The aim of this paper was to explore how service providers in community-based MHD and SUD health care services
perceive the barriers to social participation among adults recovering from MHDs and SUDs to provide a broader understanding
of how learning experiences can be modeled to promote social participation in virtual reality environments.

Methods: Two semistructured, open-ended, and dual-moderator focus group interviews were conducted with participants
representing different community-based MHD and SUD health care services. Service providers were recruited from their MHD
and SUD services in our collaborating municipality in Eastern Norway. We recruited the first participant group at a municipal
MHD and SUD assisted living facility for service users with ongoing excessive substance use and severe social dysfunctionality.
We recruited the second participant group at a community-based follow-up care service aimed at clients with a broad range of
MHDs and SUDs and various levels of social functioning. The qualitative data extracted in the interviews were analyzed, using
reflexive thematic analysis.

Results: The analysis of the service providers’ perceptions of the barriers to social participation among clients with MHDs and
SUDs revealed the following five main themes: challenging or lacking social connections, impaired cognitive functions, negative
self-perception, impaired personal functioning, and insufficient social security. The barriers identified are interrelated in a cluster
of cognitive, socioemotional, and functional impairments, leading to a severe and diverse complex of barriers to social participation.

Conclusions: Social participation relies on people’s capability to use their present social opportunities. Promoting basic human
functioning is key to promoting social participation among people with MHDs and SUDs. The findings in this study indicate a
need to address cognitive functioning, socioemotional learning, instrumental skills, and complex social functions to meet the
complexity and diversity of the identified barriers to social functioning in our target group. Virtual reality–based interventions
for promoting social participation should be sequenced into distinct scenarios dedicated to specific learning goals to build complex
learning in a step-by-step process based on successively more complex levels of human and social functioning.
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Introduction

Background
People with mental health disorders (MHDs) and substance use
disorders (SUDs) are a highly vulnerable group, particularly
affected by social exclusion, stigmatization, disempowerment,
and disconnectedness [1-3]. Many of these individuals are
marginalized in terms of social participation, including in terms
of education, employment, accommodation, family, friends,
intimate relationships, and meaningful activities [2,4-6]. They
are also at a higher risk of being survivors of domestic violence,
exploitation, and abuse [2,7,8]. Recovering from MHDs and
SUDs is a complex personal and social process that takes place
within the context and goal of people’s lives in their community
[4,9,10]. The concept of mental health recovery has been defined
as “a deeply personal, unique process of changing one’s
attitudes, values, feeling, goals, skills and/or roles” and “a way
of living a satisfying, hopeful, and contributing life even within
the limitations caused by illness” [11].

Recovery has been conceptualized as a vision, a philosophy, a
process, an attitude, a life orientation, an outcome, and a set of
outcomes [12]. Within clinical practice and research, a
framework of 5 key recovery processes has been identified: the
CHIME (connectedness, hope, identity, meaning, and
empowerment) framework [12]. This framework distinguishes
between a biomedical focus on “getting better” in terms of
symptom reduction and a biopsychosocial focus on “recovering
a life,” which entails a focus on enabling individuals to connect
and interact with their social surroundings and on aiding
individuals in living full and contributing lives as active citizens
[13-15]. This involves finding ways to live well, either with or
without symptoms or clinical problems, through a diverse,
multidimensional recovery process involving the negotiation
of positive social identities, supportive personal relationships,
and social participation [4]. However, many lack the knowledge,
skills, and capabilities to engage in their recovery.

Virtual reality technology holds the potential to create social
environments and interactions that accommodate experiences
needed for individuals to acquire new capabilities for the benefit
of their social participation and recovery. Virtual reality–based
interventions (VRIs) provide digitally simulated scenarios of
real-life environments and situations that are dangerous,
infrequent, or difficult to recreate in real life. VRIs allow for
immediately available and greater treatment input and can
reduce inconsistencies in human intervention delivery. VRIs
can be graded in difficulty and endlessly repeated until the
desired acquisition is achieved [16]. An emerging number of
studies focusing on learning and social functioning show that
VRIs represent a promising complementary measure to therapy
in the treatment of a wide range of mental health conditions
[17-20]. However, it is still unclear how we can harness the
greater ecological validity of VRIs when targeting social

functioning impairments among individuals recovering from
concurrent MHDs and SUDs.

The ecological validity of VRIs may be understood as referring
to how far the interventions improve functioning, daily life
skills, compensatory strategies, social participation, and
psychological well-being in the end users’ real-life settings and
situations [17-19].

As of today, the field of virtual reality in psychiatry shows wide
variation in conceptual use and methodological anchoring, with
methods and concepts mixed across treatment-oriented and
training-oriented simulation programs, different learning
methods, and different simulation methods [21,22].

Currently, there is much to be done in understanding how we
may expand the ecological validity of VRIs and create virtual
reality experiences and environments that are highly relevant
and realistic with regard to our target groups’ real-life problems
in their real-life contexts [23]. Within the field of psychosocial
or mental health VRI development, improved social functioning
is the main goal [17]. This suggests a need to pin down clear
operationalizations of socioemotional mechanisms and
sociofunctional outcomes to obtain a deeper understanding of
the factors that contribute to social participation and provide a
broader understanding of how we can model socioemotional
learning experiences in digital, data-rich game environments.

A clear limitation in the research on the development and
assessment of psychosocial VRIs in the recent reviews is the
large scope of the concept of social functioning [17]. The
concept of social participation is often associated with social
inclusion, which has been defined in the European Union as “a
process which ensures that those at risk of poverty and social
exclusion gain the opportunities and resources necessary to
participate fully in economic, social and cultural life and to
enjoy a standard of living and well-being that is considered
normal in the society in which they live” [24]. This definition
stems from traditional concerns of social science and social
policy development. This is a right-based approach that is based
on the assumption that social inclusion is about people’s
opportunity to participate in key functions or activities in their
society. This concept is closely related to the concept of
citizenship, which refers to “the possession by members of a
community of a range of social and cultural rights and
responsibilities, by virtue of their membership of that community
and as a distinct element of their national citizenship rights”
[24]. However, VRIs do not change the civic rights of the end
users. Therefore, these concepts of social participation are too
narrow as a basis for developing VRIs.

Huxley et al [24] refer to Beck [25], who have proposed an
overarching conceptual framework of social quality, defined as
“The extent to which citizens are able to participate in the social
and economic life of their communities, under conditions which
enhance their well-being and individual potential.” This
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definition encompasses an understanding of promoting social
participation as an empowerment process aimed at enabling
people to develop their full potential in social, economic,
political, and cultural processes [24]. This is in accordance with
the understanding that the self-empowerment of patients is
considered a necessary component in the recovery process of
finding a way of social inclusion and participation in the society.

Goal of This Study
The aim of this study was to explore how service providers in
community-based MHD and SUD health care (CBHC) services
perceive the barriers to social participation among adults
recovering from MHDs and SUDs to provide a broader
understanding of how learning experiences can be modeled to
promote social participation in virtual reality environments.

This study is based on the recommendations for the methodology
of virtual reality clinical trials in health care (Virtual Reality
Committee of Outcomes Research Experts [VR-CORE]). This
scientific framework for VRI development was established to
ensure scientific rigor in the development and evaluation of
virtual reality applications. VR-CORE is based on similar
established standards, such as the Food and Drug
Administration’s I- to III-phased model for pharmacotherapy
development [26]. Within the VR-CORE framework, the VRI
development phases are referred to as VR1, VR2, and VR3. This
study is 1 of the 3 substudies in the VR1 phase of the
overarching virtual reality development project “Virtual Reality
(VR) as a Facilitator for Participation in Society Among Persons
With Mental Health/Substance Use Disorders (MHD and
SUD).” The overall goal of this project is to develop and test a
new social participation VRI paradigm to promote social
participation among people recovering from MHDs and SUDs.

In the VR1 phase of the VR-CORE framework, the focus is on
content development by working with patient and provider end
users through principles of human-centered design. The
VR-CORE framework and virtual reality applications should
be designed with direct input from patient and provider end
users. A lack of patient involvement, poor requirement
definitions, and nonadaptation to user feedback are some of the
common factors that explain the failures of digital interventions.
Thus, both patient and provider end users’knowledge, attitudes,
beliefs, and experiences are fundamental to developing VRIs
with satisfactory ecological validity [26].

Methods

Design
To explore the research question of this study, we conducted 2
semistructured, open-ended focus group interviews with health
care professionals in CBHC services for people recovering from

MHDs and SUDs. We used reflexive thematic analysis with an
inductive approach to analyze the qualitative data [27].

Setting and Sampling
We conducted this study in a medium-sized municipality in
Eastern Norway with professional service providers from CBHC
services as participants. The purpose of this study required data
covering a broad spectrum of social impairment severity in
different stages of recovery among clients, as well as a broad
array of professional perspectives within CBHC service
provision.

In this context, we conceptualize CBHC services as health care
services offered outside of traditional acute or specialized health
services aimed at protecting, maintaining, or restoring people’s
health, social functioning, and welfare within an everyday care
framework. Unlike providers of specialized health services, the
service providers in CBHC settings support their clients in
coping with their everyday social problems in their everyday
social settings. Many clients with MHDs and SUDs have
extensive needs for treatment and support, and service providers
often follow them up for several years. This leads to unique
insights into their everyday barriers to social participation and
is a highly relevant perspective for understanding our target
group’s problems related to social participation.

To ensure that the focus groups covered the full range of data
required to fulfill our research aim, we used theoretical
sampling. This entails deliberate sampling of salient
characteristics among participants, drawing upon the
researchers’prior knowledge of the topic and research aim [28].
We defined our inclusion criterion as health care professionals
in CBHC with a minimum of 2 years of experience in health or
social service provision to adults in various stages of recovery
from MHDs and SUDs in CBHC services.

Recruitment
We recruited professional service providers from 2 different
kinds of CBHC services in our collaborating municipality. We
recruited our participants through our second author, who is
employed by the municipality and thus acted as a liaison
between the research team and participants. One group of health
care professionals came from an MHD and SUD assisted living
facility, which provides housing, treatment, and care to people
with ongoing excessive substance use and severe social
impairments.

The other group of health care professionals was recruited from
a community-based outreach follow-up service aimed at clients
with a broad range of MHDs and SUDs in various stages of
recovery. All participants were informed of the topic and
research aim by the first and second authors before the focus
group interviews. The characteristics of the participants in our
sample are presented in Table 1.
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Table 1. Participant characteristics.

Level of experienceaProfessionParticipant

3Peer support worker1

3Unskilled2

1Child support worker3

1Psychiatric nurse4

2Teacher5

1Social educator6

4Psychiatric nurse7

4Psychiatric nurse8

1Peer support worker9

4Psychiatric nurse10

4Social educator11

4Nurse12

3Psychiatric nurse13

3Teacher14

a1=2 to 5 years, 2=5 to 10 years, 3=10 to 20 years, and 4=>20 years.

Data Collection
The first and second authors conducted 2 semistructured,
dual-moderator focus group interviews in June 2022. The
interviews took place at the service providers’ workplaces and
focused on their clients’ social challenges and how the service
providers support them in coping with social functioning
impairments. Semistructured focus group interviews are a
well-suited data collection method for accessing practitioners’
understandings and interpretations of their practice experiences.
As participants compare their experiences and negotiate their
understandings during the group process, focus group interviews

are better suited for providing complex formations of meaning
than individual interviews [29]. Moreover, a focus group
presents a more natural environment than an individual interview
because participants influence and are influenced by others, just
as in real life [30]. The presence of 2 moderators ensures that
the focus group proceeds as planned and that all the participants
interact during the session. The division of roles enables a
smooth progression of the session, where all the required topics
are covered [30,31]. We followed a semistructured interview
guide. It was translated from Norwegian and is provided in
Textbox 1.

Textbox 1. Interview guide.

Initial questions

• What is your professional background?

• How long have you been working with people in recovery from mental health disorder (MHD) and substance use disorder (SUD)?

Service provision

• Please tell us how you work to support people with MHD and SUD to function socially in their everyday life?

• What works well in your practice?

• In your experience, what are the biggest challenges in your clients’ everyday lives?

Clients’ social functioning impairments

• How do you think that people with addiction and mental illness participate in our society?

• How do you feel that people with addiction and mental illness function socially in everyday life?

• How would you describe your clients’ connection to their family and close friends?

• What can be done to help people with MHD and SUD participate in society?

• What are the biggest obstacles to participation in society for people with MHD and SUD?

• How can health care professionals improve social participation for people with MHD and SUD?

• How do you find your clients’ prerequisites for strengthening their social skills?
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Data Analysis
The first author audio recorded both focus group interviews and
transcribed them verbatim. To illuminate and understand our
participants’ professional experiences, we conducted reflexive
thematic analysis with an inductive approach to analyze the
qualitative data.

Within all forms of thematic analysis, the theoretically based
assumptions reflect how knowledge is best produced, and these
are associated with qualitative paradigms [32]. Theoretically,
Braun and Clarke [27] conceptualized this typology of thematic
analysis as occupying a continuum from coding reliability to
reflexive approaches, distinguished by small qualitative (“small
q”) and big qualitative (“big Q”) values, as described by Kidder
and Fine [33]. The reflexive end of Braun and Clark’s typology
continuum is underpinned by big Q values, which typically
include a conceptualization of researcher subjectivity as a
resource for research and of meaning and knowledge as partial,
situated, and contextual [27,33]. We used this principle of
reflexive analysis by engaging collaborators with different
analytical perspectives in the analytical process. The first author
brought philosophical meta-theoretical assumptions and prior
theoretical knowledge to the analysis. The first author’s part of
the process was both to ensure scientific rigor and to convey
theoretical and methodological knowledge to the other
researchers. The second author is an experienced psychology
specialist, who contributed to clinical perspectives and
contextual questions related to clinical practice. The third author
is a peer researcher with MHD and SUD lived experience, who
brought an additional layer of analytical perspective when using
his lived experience as background in the development of the
codes and revision of the themes.

Reflexive thematic analysis comprises the following steps: (1)
familiarizing oneself with the data, (2) generating initial codes,
(3) searching for themes, (4) reviewing the themes, (5) refining
and naming the themes, and (6) writing up the analysis [27]. In
the first step, the first author listened to the focus group
recordings, transcribed them verbatim, and read the transcripts
carefully. In the second step, the first author coded the empirical
statements and named the initial codes according to their
descriptive meaning. Then, in the third step, the first author
reread the transcripts and generated themes within and across
the transcripts. These themes were then presented and discussed
with the second and third authors. In the fourth step, the themes
were reviewed and revised in collaboration with the second,
third, and sixth authors. In the fifth step, the first author refined

and renamed the themes in collaboration with the second and
third author and then arranged the themes in a table to
understand and explain their interrelationships. Finally, all
authors edited the description of the analysis.

Ethics Approval
This study did not involve patients or service users, and all data
were collected from health care professionals. As this study is
a part of a larger project involving service users, we conducted
it in line with the Norwegian guidelines for medical and health
research as well as the Declaration of Helsinki [34]. Our study
was approved, pursuant to the Norwegian Health Research Act,
paragraph 10, by the South-Eastern Regional Committee for
Medical and Health Research Ethics (reference number: 421376)
and the data protection officer of the Innlandet Hospital Trust
(reference number: 18197741). The overall study was registered
at ClinicalTrials.gov (reference number: NCT05653167). All
the participants provided informed consent and could withdraw
from the study at any time.

Results

Summary of Results
The findings of this study are the result of analyzing data from
2 different community services that represent 2 distinct client
populations with different degrees of social impairment. Overall,
these 2 populations illustrate the diversity among people
recovering from MHDs and SUDs. To gain an overall
understanding of what hinders our target group’s social
participation, we sought to capture the full range of barriers to
social participation among this group. Overall, we identified
the following five main themes describing a complex cluster of
interrelated barriers to social participation among people
recovering from MHDs and SUDs: (1) challenging or lacking
social connections, (2) impaired cognitive functions, (3) negative
self-perception, (4) impaired personal functioning, (5)
insufficient social security.

The main themes and their associated subthemes are displayed
in Figure 1 in the final thematic map of our findings.

In the following sections, we present each of these themes with
their subthemes and related quotes. Quotations of empirical
statements are used in the description of the results to show how
the content appeared in the focus group interviews. These
quotations were translated from Norwegian with an attempt to
preserve the original meaning as far as possible.
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Figure 1. Final thematic map.

Theme 1: Challenging or Lacking Social Connections
Both focus groups described social relations as a key factor for
social participation. Social connectedness refers to having
family, friends, and social networks to provide care,
companionship, and support when needed. However, both
ongoing and previous relationships may be burdensome, thus
acting as barriers to social participation. For many individuals
with MHDs and SUDs, their family background has led to a
life with MHDs and SUDs. Some individuals with MHDs and
SUDs come from traumatic family circumstances, whereas
others have grown up in impoverished families:

Some have been exposed to a lot of exclusion
throughout their childhood; there has been a lot of
bullying, harassment and poor living conditions, your
parents may have been on social security, unable to
afford sports, leisure activities or school excursions,
so that you fall out of your peer social network. Then
it is a short path to burdensome social connections
in the substance use scene, which are very inclusive
[Participant 1]

The focus group participants described the social connections
in the drug scene as burdensome or harmful, where threats,
violence, exploitation, and crime are common.

Burdensome or harmful social connections both sustain and
reinforce social distress and thus diminish the psychological
and functional prerequisites for conventional social participation.

Supportive family connections and social networks appear
decisive for successful MHD and SUD recovery. However, our
interviewees described how many individuals with MHDs and
SUDs had broken off their relations with family and friends
outside the drug scene:

We often start by mapping their family connections.
Repairing damaged connections is often a barrier as
many have badly broken relations with their family
due to severe substance use and disappointments as
they have stolen, exploited and done a lot of harm to
their families. [Participant 1]

Broken relationships lead to a lack of social support and
companionship, and our interviewees described how many
individuals with MHDs and SUDs found it very difficult to
establish close relationships with “normal people.” Many
individuals recovering from MHDs and SUDs try hard to avoid
reconnecting with their former peers within the drug scene, as
they are aware that this often leads to a relapse. Nevertheless,
they often become very lonely outside their old social
environment and often return to the drug scene when they
become too lonely.

The participants emphasized the importance of supportive and
sober relationships during MHD and SUD recovery and stated
that many individuals with MHDs and SUDs greatly missed
supportive companionship. However, sober and supportive
relationships may also act as a burden. This perspective appeared
when the interviewees discussed the burden of expectations and
lack of faith among family and friends. In this way, demanding
relational expectations lead to stress, and a lack of faith among
others may diminish hope and faith in oneself during MHD and
SUD recovery.

The participants also reflected on their own professional
relationships with their clients, emphasizing the importance of
offering real human relationships to people who are particularly
affected by social disconnectedness. They also stressed the
importance of genuine reciprocal relationships with their clients,
as these are important for learning relational skills:
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I think many have negative experiences from before,
their service providers have quit or given up on them.
For many, it is about trust and testing to see if we can
stand them, like are you there for me for real, or are
you just saying you are? [Participant 7]

Theme 2: Impaired Cognitive Functioning
The participants in both focus groups discussed how their clients
are often challenged by disorders that prevent normal social
functioning, in addition to hampering their ability to cooperate
with their service provider and learn social skills themselves.

The interviewees expressed a clear consensus regarding
underlying development disorders among their clients, and they
discussed how cognitive impairments are rarely addressed, even
though they are frequently recognized as major barriers to social
participation in this group:

...Yes, I was just about to say that too, ADHD that
has not been properly investigated, there are many
of those people. [Participant 13]

The interviewees also perceived inadequate developmental
support to be common during their clients’ childhood and
expressed clear concern about this:

We do see major deficiencies, you know, in relation
to functionality, in those with poor care and a bad
upbringing that had persisted until adulthood, we do
see that. [Participant 8]

Another negative element of childhood development that the
interviewees found to be common and highly important in their
clients was complex posttraumatic disorders due to adverse
childhood experiences.

Many clients seemed to have experienced severe trauma during
their childhood and adolescence. In addition, many had
experienced emotional and physical neglect, a lack of basic
care, a dysfunctional home situation, and other kinds of
accumulated traumatic distress:

He has been bullied throughout his entire schooling,
all because he seems a little different. [Participant
11]

The interviewees also discussed how adverse childhood
experiences reduced their clients’ functioning in terms of
concentration, depression, social anxiety, and trust.

Another theme discussed by the participants was that many of
their clients struggle with cooperation with public services
owing to poor understanding of messages and information. The
service providers shared the perception that many individuals
with MHDs and SUDs have specific learning difficulties that
prevent them from performing certain types of skills or
completing tasks if left to figure things out by themselves or if
taught in a conventional way:

Dyslexia and dyscalculia, which have never been
investigated...Many who can’t cope with school have
learning difficulties that aren’t discovered until their
regular schooling is almost over. [Participant 12]

The interviewees said that many of their clients faced challenges
with reading and writing, and some of them were described as

illiterate. This was particularly evident among immigrant clients
with little education in their mother tongue and Norwegian.

Moreover, the participants found that many of their clients had
inadequate elementary schooling, as many had often skipped
classes, dropped out of school very early, or regularly been
taken out of their class and given alternative work:

In my experience, so many of my clients hung out a
lot with the janitor at school. They were sent out of
their classes to hang out with the janitor, and
eventually the janitor became a safe adult caregiver
for them. [Participant 13]

For many, this not only led to poor academic skills but also
affected social functioning in many ways, as they missed both
academic and social learning when dismissed from class. An
example of this discussed in the focus groups is that a lack of
common social knowledge about one’s community and society
impedes social participation, as without common social
knowledge, one struggles to understand and keep up with what
people are interested in during everyday small talk about current
topics. The participants felt that this contributed to the avoidance
of social participation for many clients.

The final theme regarding the prerequisites for social functioning
was the implications of substance use:

But in relation to learning abilities as well as other
functioning problems, I think many of those within
the drug scene, who have been through heavy
substance use, have major problems with their
memory to a greater or lesser extent, and that this
may be due to excessive intoxication and overdoses.
[Participant 12]

The participants in both focus groups talked about how they
found a connection between poor social functioning and
substance use, which illustrated the aggravating effects of
substance abuse.

Theme 3: Negative Self-perception
The service providers discussed several points regarding their
clients’ levels of self-assertion, one of which was negative
self-perception:

They are so focused on their self-perceived lack of
skills, they may possess the skills, but they do not
believe in themselves, so they start off with an
assumption that everything is completely hopeless.
[Participant 10]

The interviewees discussed how many of their clients often
appeared evasive toward others, demonstrating a very negative
self-perception.

The participants also described self-stigma as a key mechanism
for low social participation, which also prevented clients’
self-assertion:

In a way it is a lot about them stigmatizing themselves
more than others around them do. [Participant 1]

Being self-assertive is about standing up for one’s own wishes,
preferences, and personal agenda and is key to using social
opportunities. Therefore, impaired self-assertion acts as a key
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barrier to social participation. For many, this leads to social
withdrawal, at least from what would be considered
conventional social settings, as they keep to themselves because
of their self-stigma:

Then he just says I don’t have proper clothes or don’t
look good enough to be with other people at an event
like that, so he ends up not going. [Participant 1]

The interviewees discussed their own impact on their clients
and reflected on how they assist their clients in their recovery.
A recurrent theme throughout this discussion was how many
clients had negative experiences with disempowering health
and social services:

There are a lot of top-down attitudes in the system,
in my experience. And when you have experienced
that a few times, it is very easy to get defensive.
[Participant 10]

The interviewees also discussed their own practice and talked
about how helping too much can hamper their clients’ recovery:

We don’t help our clients by doing things for them
all the time, you know. I think accountability is an
important word when supporting people. [Participant
14]

Excessive help thus acts as a mechanism that disempowers
clients instead of teaching them the skills they need to become
independent; in this case, the outcome seems to be a kind of
unachieved recovery, where clients achieve sobriety but do not
engage in conventional social participation, and their recovery
seems to stall at some point.

Theme 4: Impaired Personal Functioning
The participants in both focus groups discussed at length their
clients’ personal functioning, or the lack thereof, in their daily
lives. We conceptualized this theme as impaired personal
functioning; personal functioning refers to a person’s physical,
psychological, and social capabilities for coping with everyday
activities they find meaningful and necessary.

Impaired functional competence is a major challenge for many
individuals with MHDs and SUDs, according to the
interviewees. Functional competence involves capabilities of
basic and instrumental daily functioning, such as maintenance
of personal hygiene, household management, shopping, cooking,
financial management, and health management:

...not to mention going to the grocery store! They have
never actually shopped for groceries before, so they
just wander about the store not understanding where
anything is placed, so it is no wonder they just buy
unhealthy food, because they just grab whatever is
closest to the checkout. [Participant 13]

In the discussions about client functioning, the interviewees
described many ways in which deviant psychosocial functioning
was expressed through behaviors such as messing up and
destroying apartments:

We have for example clients who have lived in many
different places, who have destroyed several of their
apartments worth millions. [Participant 2]

The interviewees described great variation in their clients’ levels
of functioning. Nevertheless, many struggle to understand and
cope with what is considered normal social behavior in complex
situations with particular expectations of such behavior, such
as meetings, courses, and cultural events. Many of those in
greatest need of care were caught up in substance use in early
adolescence and have missed out on many aspects of
socioemotional development:

If you start getting high at the age of twelve, you miss
out a lot. [Participant 12]

The participants felt that social functioning before substance
use onset was crucial for client functioning after achieving
sobriety:

It could be about living a normal life prior to the
substance use onset, if the substance use has not come
too soon. Then they may be able to get on, because
they have learned social skills and household
management and all of that already. [Participant 7]

Some were caught up in substance use in their twenties and had
completed compulsory schooling and vocational education,
which led to social opportunities that they did not use. During
the discussions on several topics, the interviewees described
how their clients rarely spoke explicitly about social
impairments such as poor reading and writing skills and how
many relied on their family or peers for help.

Often, social functioning impairments first appear in behaviors
applied to daily activities, much like tacit knowledge that
appears through practice applied in clinical settings during
observation of professional service providers:

I thought he had social anxiety about going on that
bus, so we started working on that, but then it appears
the problem is something completely different, that
he can’t read the bus timetable. He doesn’t
understand the bus timetable, which is why he does
not show up for our appointments. [Participant 2]

This indicates that one may relate social functioning
impairments to tacit functioning impairments in the same way
that one may relate social knowledge to tacit knowledge.

Theme 5: Insufficient Social Security
Improving adverse living conditions was a topic of great concern
among the participants in both focus groups. Insufficient social
security refers to having insufficient access to food, shelter,
personal hygiene, clothing, basic health services, and an
appropriate living standard. This emphasizes clients’dependence
on safe accommodation and housing support owing to
functioning impairments as well as MHDs and SUDs.

In the assisted living facility, they experienced the impact of
personal safety during ongoing excessive substance use:

They still use substances excessively, but there is a
lot less crime, there is less violence and there is a
great change regarding threats, weapons and all of
that, compared to when they live out there.
[Participant 2]
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This illustrates both the importance of assisted living facilities
and the level of personal risk and danger clients are exposed to
when living on skid row or in unstaffed social housing in the
company of other substance abusers. These risks include
violence, robbery, exploitation, and abuse. Such dangerous
living conditions thus lead to severe social distress and are
contradictory to the recovery process.

Financial management was also a key topic in both focus
groups. Here, the interviewees were particularly concerned
about an increasing number of services, including financial
support, being available only on the web, thus becoming
increasingly unavailable for many people. For clients with
MHDs and SUDs, a lack of internet skills hinders their social
participation, as their access to digital services is limited:

Very few of our clients have online skills, so digital
services are a big obstacle for them. They should be
able to take responsibility for this themselves, but
they may only have an old prepaid phone without any
smartphone features, they don’t have access to a
computer or tablet, some do, but far from all, and
what’s more, it also depends on their ability to use
it. [Participant 7]

Furthermore, this illustrates the importance of continuity and
efficacy in health and social services and indicates that
inadequate or discontinued health and social support is a key
barrier to social participation for people with MHDs and SUDs,
as these services also provide safety and important protection
from material deprivation.

Discussion

Principal Findings
The purpose of this study was to explore CBHC service
providers’ perceptions of the barriers to social participation
among people recovering from MHDs and SUDs. Overall, this
study suggests that social participation relies on basic human
functioning within social, cultural, and societal contexts. These
findings imply that impaired personal functioning, which leads
to self-stigma and social withdrawal, is a key theme in our study
(Figure 1). The findings describe how social and functional
impairments in clients with MHDs and SUDs are associated
with a prominent presence of neurocognitive impairments. The
service providers’ descriptions of the early onset of both
psychosocial and substance use problems among many of their
clients indicate that barriers to social participation may be
associated with underlying neurodevelopmental disorders as
well as MHDs.

These findings concur with previous results from studies of
concurrent SUDs and autism spectrum disorders and studies of
concurrent SUDs and mild to borderline intellectual disability
[35,36]. This is also in line with studies of mild to borderline
intellectual disability in a Norwegian polysubstance use cohort,
which showed that borderline intellectual functioning is more
common among persons with MHDs and SUDs than in the
general population [37]. Developmental disorders were found
to exist before substance use in this population [37-39]. Patients
with MHDs and SUDs are rarely assessed for developmental

disorders, despite severe functional impairment [35]. Concurrent
developmental disorders, such as autism spectrum disorders in
combination with SUDs and mild to borderline intellectual
disability in combination with SUDs, are overlooked and
scarcely addressed in the field of adult MHDs and SUDs [35,36].

Neurodevelopmental disabilities are a group of conditions due
to impairments in physical, learning, language, or behavioral
areas. These conditions include, but are not restricted to,
attention-deficit/hyperactivity disorder; autism spectrum
disorders; intellectual disabilities; Tourette syndrome; and a
wide range of metabolic, genetic, and hereditary disorders. All
these are brain conditions that affect children’s cognitive
development as they grow and develop necessary life skills;
this has a subsequent impact on basic functioning throughout
the children’s life span [40]. Cognitive functions refer in essence
to all kinds of complex brain activities and mental abilities, such
as learning, thinking, reasoning, remembering, understanding,
problem solving, and decision-making. Various forms of
cognitive impairments hinder social participation and social
learning capability [41].

Cognitive impairments represent a potential added risk factor
for elevated psychological distress, detrimental treatment
outcomes, and relapse in populations with MHDs and SUDs
[37-39,42]. Further investigation has revealed that patients with
cognitive impairments have lower educational levels, greater
self-reported childhood learning difficulties, more history of
previous contact with support systems, and more instances of
substance use relapse during treatment than their peers without
cognitive impairments [39].

Many children affected by developmental disorders learn to
cope with their challenges and live fulfilled happy lives as
adults; however, these children are far more dependent on
adequate developmental support than others. Hence, individuals
affected by developmental disorders are much more susceptible
to care failure, distress, and adverse childhood events than
others.

Our findings also suggest a greater presence of adverse
childhood experiences and dysfunctional upbringing among
persons with MHDs and SUDs than in the general population.
This is in line with a number of studies of both MHDs and SUDs
and posttraumatic stress disorder in adult and adolescent
populations [8]. Adverse childhood events are events
experienced by a child that evoke fear and are commonly
violent, dangerous, or life-threatening. Physical, sexual, and
psychological abuses are typically referred to as traumatic or
adverse childhood experiences. However, psychosocial distress
that, for adults, would be tolerable may lead to severe
posttraumatic stress disorders when experienced by children
and adolescents. For children, this also involves emotional abuse
and neglect, physical neglect, and dysfunctional home situations,
such as where the child witnesses domestic violence [43]. Both
dysfunctional upbringing and prior adverse childhood events
are immutable factors that disturb the affected individual’s
cognitive functioning throughout their life span [44]. Children
exposed to adverse experiences or with accumulated traumatic
stress often develop severe impairments affect and bodily
regulation, attention and behavior regulation, and socioemotional
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regulation [44]. It has also been found that childhood
traumatization results in more serious disorders with poorer
mental and physical health, more polysubstance use, a higher
degree of drug addiction, poorer levels of work, poorer work
capacity, and poorer treatment outcomes than traumatization in
adults [45].

This study also showed that insufficient elementary schooling
may act as an obstacle to adult social participation. The
acquisition of socioemotional skills is an essential developmental
process through which children learn to act and behave
appropriately in social interactions and to form and maintain
healthy relationships with others as adults [46]. Social skills
development is promoted both in domestic environments and
at school. Academic achievement and social interaction with
peers in class, particularly during middle school, are crucial for
acquiring social skills. A well-led and orderly classroom not
only is conducive to academic learning but also models
appropriate behavior and communicates rules for acceptable
and positive behavior. Hence, early school dropout or excessive
classroom dismissal robs certain children of opportunities to
practice academic and socioemotional skills [46]. This study
demonstrates how this affects pupils’ everyday social
functioning as adults and shows that academic skills are also
key to promoting social participation.

Moreover, this study indicated an association between substance
abuse and social functioning, which is in line with several
studies on this topic [8]. Acute substance use effects, adverse
substance use consequences, and various withdrawal symptoms
are likely to aggravate already impaired social functioning.

Substance use affects a number of neurophysiological
mechanisms, including inhibitory behavioral mechanisms in
the frontal lobe and the levels of noradrenaline and serotonin
in the limbic structures. This disturbs the cognitive capacity to
regulate impulsive actions and emotional reactions, which, in
turn, leads to impaired judgment, hyperactivity, cognitive
disturbances, emotional dysregulation, and increased aggression
[47].

Overall, this study showed that cognitive and functional
impairments may act as key barriers to social participation. This
is in line with the conceptualization of social participation in
the study by Huxley et al [24], where social participation was
conceptualized as a function of people’s available social
opportunities in the society they live in and people’s capability
to use their available social opportunities. This places basic
human functioning at the root of social participation. This
indicates that basic human functioning may act as a key learning
goal for VRIs dedicated to promoting social participation.

Basic human functioning is commonly viewed as a wide range
of complexities required for functioning in a diverse range of
everyday tasks [41]. The lowest level of human functioning is
called life maintenance, which is followed by successively more
complex levels of functioning, namely perception-cognition,
physical self-maintenance, instrumental self-maintenance,
effectance and social behavior. Each of these levels of
functioning generally requires a greater complexity of
neuropsychological organization than the preceding level [41].

Effectance is in essence the driving force behind individuals’
social participation. The term effectance is conceptualized as
the human motivation to proactively participate in and interact
with one’s social environments. In this sense, social
participation, including participation in terms of education,
employment, accommodation, family, friends, intimate
relationships, and meaningful activities, may be understood as
the practical outcome of individuals’ effectance. The result of
people’s effectance is linked to a sense of autonomy;
competence self-determination; and, ultimately, quality of life
[48,49]. People’s effectance relies on their perception of
personal resources, such as the knowledge, skills, and abilities
needed to explore and master our social environment [48,49].
This perception of personal resources and competencies for
exploring and mastering various social settings and situations
builds upon one’s capability to perform activities required to
maintain adequate basic self-care and uphold day-to-day
personal security and basic quality of life. This is referred to as
instrumental self-maintenance [41].

Instrumental self-maintenance consists of the functions that
enable individuals to take independent responsibility for their
basic safety and security in their daily living. This involves, for
example, grocery shopping, cooking, household management,
financial management, health management, psychosocial
maintenance, and emergency maintenance [41]. All these
capabilities rely heavily on socioemotional abilities, such as
the ability to accurately recognize one’s emotions and thoughts
and their influence on behavior and the ability to regulate one’s
emotions, thoughts, and behaviors in different situations,
including situations warranting stress management, adaptation,
time management, self-monitoring, and self-regulation.
Socioemotional functions also involve the ability to establish
and maintain healthy and rewarding relationships with diverse
individuals and groups [50-52].

Socioemotional abilities also include the abilities to take a
perspective, empathize with others from diverse backgrounds
and cultures, understand social and ethical norms for behavior,
resist inappropriate social pressure, and set boundaries for
others. Other socioemotional abilities are responsible
decision-making skills, such as making constructive and
respectful choices about one’s personal behavior and social
interactions based on ethical standards, safety concerns, and
social norms [53]. The performance of socioemotional skills,
in turn, relies on executive functions [50,51,53,54]. Executive
functions are conceptualized as a single function through which
individuals gain knowledge and solve problems. This function
involves 9 different but interconnected capacities: attention,
emotion, regulation, flexibility, planning, organization, initiation,
inhibitory control, and working memory [54].

Practical Implications for VRI Development
A clear understanding of the learning content needed to facilitate
the acquisition of basic human functioning and social skills in
VRIs is essential for effectively promoting social participation
in real-life settings. Overall, the results of this study suggest
that the efficient promotion of social participation requires a
diverse VRI paradigm that accommodates cognitive remediation,
socioemotional learning, instrumental skills training, and

JMIR Form Res 2023 | vol. 7 | e46136 | p. 10https://formative.jmir.org/2023/1/e46136
(page number not for citation purposes)

Aasen et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


complex social functioning exercises. In addition, similar to all
types of learning activities, VRIs must be designed, structured,
and sequenced carefully in a deliberate workflow to effectively
promote the desired learning outcomes [55]. This indicates that
VRIs should be sequenced into distinct scenarios dedicated to
specific learning goals to build complex learning in a
step-by-step process based on successively more complex levels
of human and social functioning.

The indication in this study of a high incidence of cognitive
impairments and specific learning disabilities among people
with MHDs and SUDs not only provides information about the
necessary learning content for the VRI paradigm but also
underlines the need for a comprehensive understanding of how
the VRI end users acquire the capabilities needed to achieve
the desired outcomes of the VRI paradigm. The concept of
acquisition refers to how people acquire abilities and construct
knowledge through mental information; how cognitive structures
develop and change; and how repertoires of new behaviors are
acquired, used as practical intelligence, and applied in strategies
or capacities to cope with challenging or new situations in
real-life settings [56]. This entails the need for a detailed
examination of how embodied, social, and spatial virtual
environments affect the learning mechanisms of VRIs [57,58].
Hence, the specific affordances of the virtual reality media and
factors that influence the acquisition of social capabilities should
be considered when designing VRIs [59].

Cognitive remediation, socioemotional learning, instrumental
skills training, and complex social functioning rely on different
neuropsychological capabilities that individuals acquire through
different learning mechanisms. Thus, the acquisition of cognitive
functions, practical skills, and social behavior is based on
various learning mechanisms that require different
methodological approaches to facilitating learning. VRIs also
include substantial learning complexity, with a wide variety of
learning mechanisms affecting participants’ learning acquisition
and the ecological validity of the VRIs [21,60-62]. The main
challenge of expanding the ecological validity of VRIs is found
in the human limitations in transferring skills from virtual to
real-life environments [63-65]. In VRIs, the entire virtual
environment is artificially generated, which, therefore, also
applies to all the learning mechanisms affecting the participants’
learning. The ecological validity of VRIs is, therefore, dependent
on purposeful and accurate learning conveyance set in virtual
environments with satisfactory similarity to the end users’
societal and cultural real-life environments [59,65,66].

Mitigating violence, exploitation, human abuse, and social
marginalization is crucial for people’s engagement in social
participation and recovery [7,67,68]. Social distress and
disparities are not affected by VRIs dedicated to clients with
MHDs and SUDs and need to be addressed through political
and civic measures. Nevertheless, maintaining an emancipatory
perspective is always important when addressing problems
regarding MHDs and SUDs.

Strengths and Limitations
This study includes data from 2 focus group interviews with a
total of 14 participants—6 (43%) contestants in one and 8 (57%)
contestants in another—which provided valuable insights into

the complex relationships among MHDs and SUDs, social
functioning, and social participation in a group of persons
particularly affected by social distress, marginalization, and
disconnectedness. A strength of this study is the use of focus
groups, which promote reflection and encourage the participants
to be linguistically explicit as they discuss the topics involved.
Focus groups are particularly well-suited for eliciting rich data
when they consist of professionals with the necessary experience
and linguistic skills to understand and clearly describe their
experiences and views on their clinical practice. Another
strength is the theoretical sampling of participants from CBHC
services who had followed their clients’daily lives for extended
periods. This provided intimate insights into their clients’
everyday struggles. The spectrum of different professions with
varied perspectives in the focus groups enhanced the discussions
and added nuances and depth to our data.

In our reflexive thematic analysis, the themes were revised with
a peer support researcher and a specialist psychologist, who
were also involved in discussions on the understanding of how
the themes were interconnected. This deepened our
understanding of the findings of this study and their further
application.

This study also has some limitations. People with MHDs and
SUDs comprise a multifaceted group of individuals with a wide
range of disparities. We did not exhaustively investigate social
participation or recovery, as this study was limited by its small
sample size and narrow scope. Consequently, this study does
not represent all individuals with MHDs and SUDs. Its focus
was on understanding the barriers to social participation in the
context of developing VRIs to promote social participation
among people recovering from MHDs and SUDs. Hence, this
study was purposively designed to provide actionable results
to inform the further development and use of VRIs.

As the focus groups only included participants from the same
health care services, personal relations and group dynamics may
have influenced the consensus and dissention. The participants’
experiences represented only local practices. Moreover, this
study was conducted in Norway, one of the northern welfare
states in which using social opportunities and civic rights will
be more relevant than in countries with other welfare systems.

Conclusions
This study illustrates how a complex cluster of
neuropsychological capabilities forms the basis of individuals’
social participation. Basic human functioning seems essential
for promoting instrumental functioning and enabling people to
connect and interact with their social environment and use the
social opportunities in their communities. This is scarcely
addressed in MHD and SUD rehabilitation and is not targeted
in the development of VRIs aimed at people recovering from
MHDs and SUDs [69]. The present empirical and theoretical
material indicates a need for diverse VRI applications that
accommodate cognitive remediation, socioemotional learning,
instrumental skills training, and complex social functioning
exercises to promote social participation among people
recovering from MHDs and SUDs, people with autism spectrum
disorders in combination with SUDs, and people with mild to
borderline intellectual disability in combination with SUDs.
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The application of a didactic theoretical framework to VRI
development will also provide essential information about the
specific ecological outcomes of the VRIs. This is key to
determining the affordance and efficacy of the VRIs. Moreover,
this will make the VRIs suitable for investigating neurocognitive
impairments and enable the assessment of functional progress

among the participants. This is an important step on the path to
understanding how we can develop VRIs that provide the skills,
abilities, and functions that people recovering from MHDs and
SUDs need to cope with social impairments and engage in social
participation in their societies.
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